1. Introduction {#s0005}
===============

Acute myocardial infarction (MI) remains a leading cause of morbidity and mortality worldwide. It induces variable degrees of impairment in left ventricular (LV) systolic and diastolic functions.[@b0005] ST segment elevation myocardial infarction is the most serious presentation of atherosclerotic coronary artery disease carrying the most hazardous consequences.[@b0010] Heart failure (HF) is one of the most dreadful complications following myocardial infarction (MI) affecting morbidity and mortality. Early detection of patients with acute MI at risk of development of in-hospital HF is necessary to limit myocardial injury and LV dysfunction.[@b0015]

Echocardiography allows assessment of systolic and diastolic LV functions which are predictors of HF. The ejection fraction (EF) and the trans-mitral flow, the most frequently used methods for evaluation of systolic and diastolic functions respectively; both have considerable limitations especially in the setting of an acute MI.[@b0020] A single index that allows assessment of the global myocardial performance has been suggested as an alternative to the individual assessment of systolic and diastolic functions.[@b0025]

In 1995, Tei and colleagues proposed an index; Tei index or myocardial performance index (MPI) which is a Doppler derived time interval index defined as the sum of iso-volumic contraction time (IVCT) and iso-volumic relaxation time (IVRT) divided by ET. This index is easily obtained from trans-mitral flow and LV outflow velocity time intervals with good reproducibility, and is independent from LV geometry and heart rate.[@b0025] It has a good correlation with invasive measures of LV function (systolic and diastolic),[@b0030] and was also found to be superior to conventional echocardiographic parameters in correlation with patient outcome in various myocardial diseases.[@b0035], [@b0040] However, there is limited data on the clinical value of the MPI in patients with acute MI.[@b0045], [@b0050]

2. Methods {#s0010}
==========

Briefly, the study was a single center, prospective, observational study designed to measure the MPI within 24 h in patients with anterior ST elevation myocardial infarction (STEMI) treated by Primary Percutaneous Coronary Intervention (PPCI). It included 60 patients who presented with documented first acute anterior STEMI and underwent PPCI in Ain Shams University hospitals in the time period from November 2014 till June 2015.

This study was approved by the ethical committee of Ain Shams University Hospitals. Informed consent was obtained from each participant.

All patients were subjected to thorough history taking, physical examination, Killip classification,[@b0055] 12 lead ECG, and then they have undergone PPCI with documentation of pain-to-door (PTD) time. All angiographic and procedural details were noted, including TIMI flow and myocardial blush grade following PPCI.

A trans-thoracic echocardiography was done during first 24 h of admission. Standard echocardiographic measurements were done as well as measurement of MPI. From trans-mitral flow and LV outflow velocity time intervals, Doppler time intervals were measured as shown in [Fig. 1](#f0005){ref-type="fig"}. The interval "a" from the cessation to the onset of trans-mitral flow was equal to the sum of isovolumic contraction time (ICT), ejection time (ET), and isovolumic relaxation time (IRT). The interval "b" was the LV outflow ET. The LV Tei index was calculated as (a − b)/b, which means (ICT + IRT)/ET ([Fig. 1](#f0005){ref-type="fig"}).[@b0060]Fig. 1Doppler flow diagram explaining Tei index calculation.

Patients with known history of dilated cardiomyopathy were excluded. Patients were also excluded when they had had previous PCI or Coronary Artery Bypass Grafting (CABG). Other exclusion criteria were patient\'s refusal and non-sinus rhythm.

2.1. Statistical analysis {#s0015}
-------------------------

Continuous variables are reported as the mean ± SD and were compared using one-way analysis of variance. Categorical variables are reported as frequencies (percentages) and were compared with the Pearson's chi-square test. A p-value \< .05 was considered statistically significant in all analyses. Data were analyzed with SPSS 21 (IBM, Armonk, New York).

3. Results {#s0020}
==========

A total number of 60 patients were recruited. Baseline demographic and clinical characteristics of the study population are listed in [Table 1](#t0005){ref-type="table"}. The study population was divided into 2 groups according to Killip classification during hospital stay.[@b0055] Group 1 (no HF group) included 37 of patients (61.7%) with Killip class I. Group 2 (HF group) included 23 patients (38.3%) with Killip class \> I. Of patients in group 2, 17 patients (28.3%) were in Killip class II, 6 patients (10%) were in Killip class III, and none were in Killip class IV ([Fig. 2](#f0010){ref-type="fig"}).Table 1Socio-demographic data and risk factors in both groups.Group 1 (HF)[a](#tblfn1){ref-type="table-fn"}Group 2 (no HF)[a](#tblfn1){ref-type="table-fn"}P-value(n = 23)(n = 37)AgeMean ± SD56.6 ± 8.9851.67 ± 12.26.1  GenderFemales47.075Males197  HypertensionNegative1226.2Positive1111  Diabetes mellitusNegative1422.9Positive915  SmokingNegative58.9Positive1829[^1]Fig. 2Distribution of Killip class among study population.

The MPI for the overall population ranged from 0.4 to 1.35, with a mean ± SD of 0.69 ± 0.2. Ejection fraction ranged from 25 to 51%, with a mean ± SD of 38.06 ± 6.01%. In the group of patients with HF, the MPI ranged from 0.57 to 1.35, with a mean ± SD of 0.88 ± 0.18 while it ranged from 0.4-0.79, with a mean ± SD of 0.58 ± 0.11 in those with no HF (p = .0001). For EF, it ranged from 25 to 43%, with a mean ± SD of 33.91 ± 5.37% for HF group as opposed to a range of 32--51%, with a mean ± SD of 40.64 ± 4.86 in those with no HF (p = .0001). Clinical, electrocardiographic, echocardiographic as well as angiographic characteristics of both groups are listed in [Table 1](#t0005){ref-type="table"}, [Table 2](#t0010){ref-type="table"}, [Table 3](#t0015){ref-type="table"}, [Table 4](#t0020){ref-type="table"}.Table 2Electrocardiographic findings and pain-to-door time in both groups.Group 1 (HF)[a](#tblfn2){ref-type="table-fn"}Group 2 (no HF)[a](#tblfn2){ref-type="table-fn"}P-value(n = 23)(n = 37)Number of leads with ST elevation4 leads59.25 leads026 leads7187 leads118 leads107  Maximum ST elevation (mm)3 mm41.024 mm11105 mm8226 mm04  ST elevation resolution after 60 minutes of reperfusion25%10.00750%12775%1022100%08  Pain-to-door time (hours)Mean ± SD9.95 ± 3.255.21 ± 3.37.0001[^2]Table 3Laboratory findings in both groups.Group 1 (HF)[a](#tblfn3){ref-type="table-fn"}Group 2 (no HF)[a](#tblfn3){ref-type="table-fn"}P-value(n = 23)(n = 37)CK-MB[b](#tblfn4){ref-type="table-fn"} initialMean ± SD242.73 ± 227.49159.89 ± 122.79.07CK-MB[b](#tblfn4){ref-type="table-fn"} peakMean ± SD734.91 ± 416.15635.45 ± 265.38.2CK-MB[b](#tblfn4){ref-type="table-fn"} time to declineMean ± SD39.13 ± 9.5625.62 ± 11.09.0001CreatinineMean ± SD1.17 ± 0.451.05 ± 0.4.2HemoglobinMean ± SD14.28 ± 1.814.04 ± 1.74.6Total leucocytic countMean ± SD13.18 ± 5.7910.51 ± 5.02.06HBA1cMean ± SD7.38 ± 2.616.87 ± 2.21.4[^3][^4]Table 4Echocardiographic and angiographic findings in both groups.Group 1 (HF)[a](#tblfn5){ref-type="table-fn"}Group 2 (no HF)[a](#tblfn5){ref-type="table-fn"}P-value(n = 23)(n = 37)LVESD[b](#tblfn6){ref-type="table-fn"}Mean ± SD38.91 ± 4.5838.1 ± 5.2.5LVEDD[c](#tblfn7){ref-type="table-fn"}Mean ± SD52.34 ± 5.2850.32 ± 5.95.075EF[d](#tblfn8){ref-type="table-fn"}Mean ± SD33.91 ± 5.3740.64 ± 4.86.0001MPI[e](#tblfn9){ref-type="table-fn"}Mean ± SD0.88 ± 0.180.58 ± 0.11.0001DT[f](#tblfn10){ref-type="table-fn"}Mean ± SD160.21 ± 58.9159.98 ± 47.42.9TIMI[g](#tblfn11){ref-type="table-fn"} flow (number of patients)II52.055III1835MBG[h](#tblfn12){ref-type="table-fn"} (number of patients)I10.002II114III1133LAD[i](#tblfn13){ref-type="table-fn"} artery site (number of patients)Proximal1926.2Non-proximal411[^5][^6][^7][^8][^9][^10][^11][^12][^13]

It has been found that MPI greater than 0.73 has a sensitivity of 78.3% and specificity of 94.6% in prediction of in-hospital heart failure. On the other hand, EF less than or equal to 33% has a sensitivity of 56.5% and 94.6% ([Figs. 3](#f0015){ref-type="fig"} and [4](#f0020){ref-type="fig"}).Fig. 3The RoC curve for myocardial performance index (MPI).Fig. 4The RoC curve for ejection fraction (EF).

4. Discussion {#s0025}
=============

In this study, MPI was significantly higher in patients who experienced in-hospital HF (Killip class ≥ II) compared to patients with no HF (Killip class I); 0.88 ± 0.18 and 0.58 ± 0.11 respectively (p = .0001). This study adds to the body of findings supporting MPI as a predictor for HF in patients with STEMI.

A clear correlation between MPI and in-hospital HF after acute MI was confirmed by many reports. In 2011, Souza et al.[@b0050] reported that MPI was prolonged in patients with HF after studying the echocardiographic predictors of early in-hospital HF in patients presented with first acute STEMI (0.65 ± 0.16 vs 0.57 ± 0.14, p = .01). Yuasa et al.[@b0060] have studied MPI in 80 patients presented with first acute anterior STEMI. They have found that MPI was also significantly higher in patients with in-hospital adverse outcomes when compared to other patients (0.69 ± 0.16 vs 0.5 ± 0.11, p = \<.0001). This correlation was also concluded by Ascione et al.[@b0065] who studied the predictive value of MPI in 94 patients presented with first acute MI and stated that MPI was significantly higher in patients with cardiac events and HF (0.65 ± 0.20 vs 0.43 ± 0.16, P = .0001). Though they differ in study group demographics and clinical characteristics, there are many other studies emphasizing the significant correlation between MPI and in-hospital HF following acute MI.[@b0045], [@b0070]

The mean MPI in current study (0.88) was higher than previous studies (0.50--0.85). This may be due to the fact that we have studied only patients with acute anterior STEMI, while other studies either included all types of acute MI (NSTEMI and different types of STEMI)[@b0045], [@b0065], [@b0070] or only STEMI (including anterior, inferior and lateral STEMIs).[@b0050] Interestingly, the other study[@b0055] which only included only anterior STEMI showed similar mean MPI (0.85).

Both MPI and EF were found to be strong predictors of development of in-hospital HF (p = .0001 for both). A cut-off point of MPI \> 0.73 and EF ≤ 33% showed a very high specificity (94.6%) for identifying patients with HF. However, MPI showed a higher sensitivity (78.3%) than EF (56.5%). Results of Ascione et al.[@b0065] showed that a cut-off point of MPI \> 0.47 had a sensitivity of 90% and a specificity of 68% for identifying patients with events, whereas a LV EF \< 50% had a sensitivity of 85% and a specificity of 65%. Yuasa et al.[@b0060] found that a cut-off point of MPI \> 0.59 showed 76% sensitivity and 79% specificity, while a cut-off point of EF \< 45% showed 69% sensitivity and 79% specificity indicating higher sensitivity of MPI, which is also concordant to our results. Poulsen et al.[@b0045] found a cut-off point of MPI \> 0.45 with 100% sensitivity and 41% specificity, while a cut-off point of EF \< 50% had 50% sensitivity and 33% specificity.

The current study showed a higher cut-off for MPI, a lower cut-off for EF, and higher values of sensitivity and specificity as compared to previous studies. This can be attributed to differences in the study population, as we included only patients with acute anterior STEMI unlike the previous studies that included all types of acute MI.

It is noteworthy in current study that there was no significant correlation between socio-demographic parameters as sex, smoking, diabetes mellitus, or hypertension and the development of in-hospital HF after acute MI. This goes hand-by-hand with earlier studies.[@b0050], [@b0065]

Our small study did have some limitations. First of all, it was a single center study. Moreover, the number of patients enrolled was small and so clinical significance of results should be validated by a larger multi-center studies. The design was observational, and though there were no significant demographic or clinical differences between both groups (HF and no HF groups), residual confounding may remain. Also, the study only included patients with an acute anterior STEMI (other types of STEMI and NSTEMI were excluded). Besides, MPI was measured only once within the first 24 h of presentation and not serially (though some studies showed temporal changes in MPI value).

5. Conclusions {#s0030}
==============

The simple and easily obtained non-geometric MPI might be a strong predictor of in-hospital HF after first acute anterior STEMI. Whereas both MPI and EF were able to highly predict in-hospital HF in the setting of first acute anterior STEMI, MPI was more sensitive than EF. However, the clinical application of these results requires further validation.
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[^1]: Heart failure.
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[^9]: Myocardial performance index.

[^10]: Deceleration time.
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